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Abstract Wewanted to test whether living environment, occupation and social position are risk factors for asthma
andchronic bronchitis/emphysema (CBE).Theprevalence of bronchial asthma,CBE, respiratory symptoms and smoking
habits in a randomsample of12071adults aged 20^59 yearswas assessed in a postal surveywith a slightlymodi¢ed ques-
tionnaire previously used in central and northern Sweden (The OLIN studies).Occupation was coded according to a
socio-economic classi¢cation system. Six di¡erent living environment areas were de¢ned; city^countryside, seaside^
not seaside and living close to heavy tra⁄c-not living close to heavy tra⁄c.Multiple logistic regression analysis (forward
conditional) was applied to estimate the associationbetweentheproposed setof risk factors and self-reportedobstruc-
tive lung diseases and lower respiratory symptoms controlling for age, gender and smoking. After two reminders, the
response rate was 70?1% (n8469); 33?8% of the responders were smokers. In all, 469 subjects (5?5%) stated that they
hadasthma and 4?6% reportedCBE.Besidessmoking,whichwas arisk forbothasthma andCBE, thereweredi¡erentrisk
patterns for self-reportedasthma andCBE.Inthe economicallyactivepopulationtherewas atendency that CBEwasmore
commonamong‘unskilledandsemi-skilledworkers’.This factwas furtheremphasizedwhenthepopulationwasmergedinto
thetwogroups‘lowsocialposition’and‘middle/highsocialposition’, with‘lowsocialposition’as a risk for CBE (OR1?35,95%
CI1?06^1?72).No socialrisk factorswere identi¢ed for asthma.Livingclose to heavy tra⁄cwas a risk factor for asthma
(OR1?29,95% CI1?02^1?62) but not for CBE. Apart from this no living environmental risk factors for obstructive pul-
monarydiseaseswere identi¢ed.Asthma symptoms and long-standing coughweremore common among those subjects
living close to heavy tra⁄c compared to those not living close to heavy tra⁄c.To conclude, low social positionwas a risk
factor for CBE andlivingclose toheavy tra⁄cwas a risk factor for asthma.c 2001Harcourt Publishers Ltd
doi:10.1053/rmed.2001.1129, available online athttp://www.idealibrary.comon
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economy.INTRODUCTION
The prevalence of asthma is increasing in the industria-
lized world (1^3) but its aetiology is mostly unknown.
Genetic factors (4,5), parental smoking (5,6) exposure
to furry animals (5) and occupation (7^9) have been re-
cognized as factors thatmay increase theriskof develop-
ing asthma. Exposure to diesel exhausts has also been
discussed as a factor that might increase the risk of de-
veloping asthma (10). The role of urban living has been
debated. Among others,Wieringa et al. (11) andYemane-Received15 August 2000 and accepted in revised form15 May 2001.
Correspondence should be addressed to: P.Montne¤ mery,Department
of Clinical Neuroscience/Division of Occupational Therapy, Lund
University, SE-22185 Lund, Sweden.berhan et al. (12) found a higher asthma occurrence in an
urban than a suburban respectively a rural area butTur-
keltaub andGergen foundmore asthma amongresidents
of rural areas (13).
In the aetiology of chronic bronchitis/emphysema
(CBE) smoking is of major importance, but occupational
exposures (14), genetic factors (15,16) andurban living (17)
have also been identi¢ed as important determinants in
developing the disease. Low socio-economic status has
been associated with asthma (18) and chronic obstruc-
tive pulmonary disease (COPD) (19,20). Also, geographic
di¡erences seems to play a role in the prevalence of
respiratory symptoms and obstructive pulmonary dis-
eases both within a country and between countries
(1,2,21,22).
LUNGDISEASES INRELATIONTOENVIRONMENTANDSOCIO-ECONOMICGROUP 745The aims of the present study were to investigate the
role of social position and living environment in relation
to self-reported obstructive lung diseases and lower re-
spiratory symptoms.
MATERIALANDMETHODS
Setting
The study was performed during 1992 in the southern-
most part of Sweden, a part of the county of SkÔne,
which has the highest population density in Sweden (84
inhabitantskm72).The study area consisted of themuni-
cipality of Malm˛, the third largest city in Sweden, with a
population of 236 684, and the surrounding area, the
county of Malm˛hus (MLL), with a population of 551961.
The majority of the population in the county of Malm˛-
hus lives in six cities, with a total population of 352 384.
Six di¡erent geographic areas were de¢ned; cities
(n5052)^ countryside (n3417), seaside (n4731)^not
seaside (n3738) and living close to heavy tra⁄c
(n2808) or not living close to heavy tra⁄c (n5661).
The geographical areas cities, countryside, seaside and
not seaside were de¢ned according to the postal codes.
Those living close to heavy tra⁄c were identi¢ed by the
question,‘Do you live close to a roadwith heavy tra⁄c?’
Study sample
For the study12079 individualswith comparable number
ofmen andwomen in the four age groups (20^29, 30^39,
40^49 and 50^59 years) were drawnrandomly from the
population records. This sample comprised 4?0% of the
total population in the corresponding age interval.
Questionnaire
The questionnaire used in this study has been described
elsewhere by Montne¤ mery et al. (23) That questionnaire
wasbased on the questionnaireused in theOLIN studies
(24), developed from a revised version of the British
Medical Research Council (BMRC) questionnaire (25). In
all, 43 questions were asked, the answers being stated as
‘yes’ or ‘no/do not know’.Occupation was coded accord-
ing to a socio-economic classi¢cation system elaborated
by Statistics Sweden (26).The classi¢cation system is de-
scribed inAppendix1. Subjectswho didn’t answer a ques-
tionwere considered to have answered ‘no’.
All questions are listed in Appendix 2.
Statistics
The computer-based analysis program SPSSwas used in
all calculations. The prevalence rates in Tables 2 and 3
were standardized for age and gender (direct standardi-zation) with the total population in the county of SkÔne
as standard population. Bivariate analyses were per-
formed by means of the chi2-test, with two-tailed P-va-
lues. Multiple logistic regression analysis (forward
conditional) was applied to estimate the association be-
tween a set of risk factors and self-reported obstructive
lung diseases and lower respiratory symptoms control-
ling for age, gender and smoking. Di¡erences were re-
garded as signi¢cant when P50?05.
RESULTS
Participation
After tworeminders 8469 subjects (70?1%) hadreturned
a ¢lled-in questionnaire.Therewere no signi¢cant di¡er-
ences in response rates due to gender age or geographi-
cal site.
Study population (Table1)
The majority of the study population was comprised by
‘unskilled and semi-skilled workers’ (n1760, 20? 8%), ‘in-
termediate non-manual employees’ (n1431,16?9%) ‘assis-
tant non-manual employees’ (n1336,15? 8%), and ‘skilled
workers’ (n1163, 13? 7%). There was a marked female
dominance among ‘unskilled and semi-skilled workers’
and among ‘assistant non-manual employees’ but a male
dominance among ‘skilled workers’, ‘employed and self-
employed professionals, higher civil servants and
executives’, ‘self-employed (other than professionals)’.
‘Students’ constituted a relatively large group of the
studypopulation (n665, 7?9%).Thegroup‘not classi¢ed’
(n674, 8?0%) was made up by those who did not state
any occupation (n453) ‘housewives’ (n97) and those
who could not be classi¢ed (n124).
Smoking habits varied among the di¡erent socio-eco-
nomic groups. Most smokers were found among those
‘not classi¢ed’ (48?4%), and among ‘long-term unem-
ployed’ (48?0%). Smoking was also frequent among ‘sick-
ness and disability pensioners’ (37? 7%). In the
economically active population smoking was most com-
mon among ‘unskilled and semi-skilledworkers’ (38? 3%)
and among ‘skilledworkers’ (38? 3%). In almost all groups
there were more female smokers than male smokers.
Smoking was less common among ‘self-employed (other
than professionals)’ (17?9%).The average percentage for
smoking was 33? 8%.
Self reported diseaseswithin the socio-
economic groups standardized for age and
gender (Table 2)
As previously reported the prevalence of self-reported
asthma decreased with increasing age, in contrast to
TABLE 1. The studypopulation (20^59 years) by socio-economicgroup, gender and smokinghabits
Socio-economic group Totalgroup (%) (n8469) Smokers (%)
All M F All M F
Unskilled and semi-skilledworkers (n1760) 20?8 37?0 63?0 38?3 36?3 39?4
Skilledworkers (n1163) 13?7 68?7 31?3 38?3 37?8 39?3
Assistant non-manual employees (n1336) 15?8 37?7 62?3 31?5 31?3 31?6
Intermediate non-manual employees (n1431) 16?9 46?1 53?9 25?9 27?0 25?0
Employed and self-employeedprofessionals, higher civil
servants and executives (n810)
9?6 62?6 37?4 26?4 25?4 28?1
Self-employed (other thanprofessionals) (n195) 2?3 74?9 25?1 17?9 16?4 22?4
Students (n665) 7?9 43?9 56?1 27?4 24?3 29?8
Sickness and disabilitypensioners (n154) 1?8 37?0 63?0 37?7 43?9 34?0
Long-termunemployed (n281) 3?3 50?2 49?8 48?0 46?1 50?0
Notclassi¢ed (n674) 8?0 42?4 57?6 48?4 52?8 45?1
All (n8469) 100 47?8 52?2 33?8 33?1 34?4
TABLE 2. Prevalence rates for self-reported asthma and CBEwithin the socio-economic groups.Figures in per cent standar-
dized for age andgender with 95% CI
Asthma Chronic bronchitis
Standar-
dized
95% CI Standar-
dized
95% CI
Unskilled and semi-skilledworkers 5?6 5?8 4?7^6?9 5?7 5?4 4?3^6?5
Skilledworkers 5?3 5?7 4?4^7?0 4?2 4?4 3?2^5?6
Assistant non-manual employees 5?7 5?6 4?4^6?8 3?6 3?3 2?3^4?3
Intermediate non-manual employees 4?1 4?2 3?2^5?2 3?6 3?4 2?5^4?3
Employed and self-employeedprofessionals,
higher civil servants and executives
4?4 5?3 3?8^6?8 3?7 3?5 2?2^4?8
Self-employed (other thanprofessionals) 2?6 2?6 0?4^4?8 5?1 4?6 1?7^7?5
Students 8?9 8?5 6?4^10?6 3?6 4?2 2?7^5?7
Sickness and disabilitypensioners 14?3 9?6 4?9^14?3 17?5 10?7 5?8^15?6
Long-termunemployed 9?3 9?3 5?9^12?7 5?3 3?9 3?6^9?4
Notclassi¢ed 3?9 3?6 2?2^5?0 5?5 5?4 3?7^7?1
All 5?5 5?5 5?0^6?0 4?6 4?6 4?2^5?1
746 RESPIRATORYMEDICINEself-reported CBE which increased with increasing age.
Females reported a higher prevalence of both asthma
and CBE in all age-groups except in the group 50^59
years (23). However, no signi¢cant di¡erence was found
regarding prevalence of neither asthma nor CBE be-
tween males and females in any of the social groups. In
the present study the prevalence rates for asthma and
CBEwere standardized for age andgender.Both diseases
were found to be related to speci¢c socio-economic
groups. Among the economically active population the
prevalence-rates of asthma varied from 2?6% to 5? 8%,
with the highest rates among ‘unskilled and semi-skilled
workers’ (5? 8%), ‘skilled workers’ (5? 7%) and ‘assistant
non-manual employees’ (5?6%). The lowest prevalence
rateswere found among ‘self-employed (other than pro-
fessionals)’ (2?6%) and ‘intermediate non-manual em-ployees’ (4? 2%). Among the non economically active
population the prevalence rates varied from 3?6% to
9?6%,with thehighestrate among ‘sickness anddisability
pensioners’ (9?6%) and the lowest rate among ‘not clas-
si¢ed’ (3?6%).
The prevalence of self-reported CBE among the eco-
nomically active population varied from 3? 3% to 5?4%,
with the highest rates among ‘unskilled and semi-skilled
workers’ (5?4%) and ‘self-employed (other than profes-
sionals)’ (4?6%).The lowest prevalence rates were found
among ‘assistant non-manual employees’ (3? 3%) and ‘in-
termediate non-manual employees’ (3?4%). Among the
non economically active population the prevalence rates
varied from 3?9% to10? 7%, with the highest rate among
‘sickness and disability pensioners’ (10? 7%) and the low-
est rate among ‘long-term unemployed’ (3?0%).
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position (Appendix 1) the prevalence of asthma among
subjects within low social position was 5? 8% compared
to 4? 8% (P0?11) among subjects in middle/high social
position.The corresponding ¢gures for CBE were 5?0%
compared to 3?4% (P0?008).
Prevalence rates for self-reported asthma,
CBE and respiratory symptoms by living
environment standarised for age, gender and
smoking habits (Table 3)
The prevalence rates of respiratory symptoms and self-
reported asthma and CBE varied by smoking habits and
living environment. All self reported diseases and re-
spiratory symptoms were signi¢cantly more common
among smokers compared to non-smokers (P0?001).
Asthma but not CBE was signi¢cantly more common
among subjects living close to heavy tra⁄c compared to
those not living close to heavy tra⁄c [6? 3% vs. 5?1%
(P0?006)]. Asthma symptoms (10? 5% vs. 8?4%,
P0?001) and long-standing cough (15?9% vs. 10? 5%,
P0?001) were also signi¢cantly more common among
subjects living close to heavy tra⁄c.Urban living had no
signi¢cant relation on the prevalence rates of self re-
ported diseases or symptoms, apart from long-standing
coughwhichwasmore frequent among subjects living in
the cities [13? 3% vs. 10? 7% (P0?001)]. Living at seaside
had no relation to the prevalence of self reported dis-
eases or respiratory symptoms.
Age, gender and smoking adjusted odds
ratios (OR) for self reported asthma and
CBEby living environmental factors and in
relation to the social position ‘low-middle/
high’ (Table 4)
Performing multiple logistic regression analysis with so-
cial position ‘low^middle/high’ (according to Appendix1)
and environmental factors as predictors, living close to
heavy tra⁄c was the only risk factor signi¢cantly asso-
ciated with asthma (OR1? 29, 95% CI1?02^1?62) but
not for CBE. Low social position was a risk factor for
CBE (OR1? 35,95%CI1?06^1? 72) butnot for asthma.
Age, gender and smoking adjusted odds
ratios (OR) for self-reported asthma and
CBEby living environmental factors and in
relation the socio-economic groups (Table 5)
Using multiple logistic regression analysis where all the
socio-economic groups were taken into account, ‘stu-
dents’ (OR1? 78, 95% CI1?13^2? 79),‘long-term unem-
ployed’ (OR1? 87, 95% CI1?09^3?17) and ‘sickness anddisability pensioners’ (OR3? 72, 95% CI2?10^6?60)
were risk groups for having asthma.‘Sickness and disabil-
itypensioners’ (OR4?16,95%CI2? 37^7? 32)was a risk
group for havingCBE.Therewas a tendency for‘unskilled
and semi-skilledworkers’ having CBE.
In this model no environmental factors were identi-
¢ed.
DISCUSSION
Beside smoking, which was a risk for both asthma and
CBE, therewere di¡erentrisk patterns for self-reported
asthma and CBE. In the economically active population
there was a tendency that CBE was more common
among ‘unskilled and semi-skilledworkers’.This fact was
further emphasized when the population was merged
into the two groups ‘low social position’ and ‘middle/high
social position’, with‘low social position’as a risk forCBE.
No social risk factors were identi¢ed for asthma. As ex-
pected asthma and CBE were more common among
‘sickness and disability pensioners’. Living close to heavy
tra⁄c was a risk factor for asthma but not for CBE.
Apart from this no living environmental risk factors for
obstructive pulmonary diseases were identi¢ed. Asthma
symptoms and long-standing coughweremore common
among those subjects living close to heavy tra⁄c com-
pared to those not living close to heavy tra⁄c.
One disadvantage of thepresent study is its cross-sec-
tional design.We therefore lack the possibilities to con-
¢rm the true causal relationships between the potential
risk factors and self-reported lung diseases and respira-
tory symptoms.
Smoking
We found a relation between the di¡erent socio-eco-
nomic groups and smoking with more smoking among
the groups with low social position and among ‘sickness
and disability pensioners’ and ‘long-term unemployed’.
Our data support the ¢ndings of Trinder et al. (27), who
also found a strong association between social class and
smoking, with most smoking among low social classes.
Because of this all other evaluations were performed
after an adjustment for smoking.The present study was
performed in 1992, which may explain why the preva-
lence rates of smoking are higher than presently
reported from Sweden. It can also be speculated that
the population in the southernmost part of Sweden are
in£uenced by continental smoking habits.
Asthma
Some previous studies concerning asthma (7,8,9,28) and
CBE (14) have focused on occupation.Occupational fac-
tors are probably associated with about one in 10 cases
TABLE 3. Prevalence rates for self-reported asthma,CBE and respiratory symptoms by living environment standardized for age, gender and smoking habits.The prevalence rates by
smokingare standardized for age andgender
Self-reported diseases and respira-
tory symptoms
Livingenvironment
All (%) Cities (%) Countryside
(%)
Heavy tra⁄c
(%)
Notheavy
tra⁄c (%)
Seaside (%) Not seaside
(%)
Smokers (%) Non-smokers
(%)
(n8469) (n5052) (n3417) (n2808) (n5661) (n4731) (n3738) (n2861) (n5608)
Asthma 5?5 5?7 5?2 6?3 5?1 5?3 5?7 6?6 4?9
P0?287 P0?006 P0?503 P0?001
Haveyouhad asthma symptoms
during the last12 months, i.e.
intermittentor attacks of
breathlessness? The symptomsmay
exist simultaneously with orwithout
cough or wheezing
9?4 9?3 8?9 10?5 8?4 9?4 8?8 11?8 7?8
P0?495 P0?001 P0?350 P0?001
CBE 4?6 4?7 4?0 5?0 4?2 4?4 4?6 6?2 3?5
P0?140 P0?154 P0?467 P50?001
Haveyouhad long-standingcough
during the last years?
12?5 13?3 10?7 15?9 10?5 12?3 12?4 16?1 10?3
P50?001 P50?001 P0?597 P50?001
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TABLE 4. Age, gender and smoking adjusted odds ratios (OR) for self-reported asthma and CBE by occupation according to
the socio-economic group low^high andbylivingenvironmental factors.Ninety-¢ve percent CI and P-values are given
Asthma CBE
OR P 95% CI OR P 95% CI
Socialposition low/high Not selected in
themodel
0?31 1?35 0?015 1?06^1?72
Seaside/not seaside Not selected in
themodel
0?25 Not selected in
themodel
0?21
Urban living/suburban living Not selected
inthemodel
0?94 Not selected in
themodel
0?08
Living close to heavy tra⁄c 1?29 0?03 1?02^1?62 Not selected in
themodel
0?62
TABLE 5. Age, gender and smoking adjusted odds ratios (OR) for self-reported asthma and CBE according to the socio-eco-
nomicgroup andbyenvironmental factors.Ninety-¢vepercent CIand P-values aregiven.Thereferencegroupwhencalculating
oddsratioswasprofessionals, executives andhigher civil servants
Asthma CBE
OR P 95% CI OR P 95% CI
Professionals and executives 1?00 1?00
Unskilled and semi-skilledworkers 1?17 0?45 0?79^1?75 1?47 0?07 0?97^2?25
Skilledworkers 1?12 0?58 0?74^1?72 1?16 0?52 0?73^1?86
Assistant non-manual employees 1?23 0?33 0?81^1?85 0?91 0?71 0?57^1?46
Intermediate non-manual employees 0?89 0?58 0?58^1?36 0?95 0?82 0?60^1?50
Self-employed (other thanprofessionals) 0?60 0?29 0?23^1?55 1?47 0?31 0?70^3?06
Students 1?78 0?01 1?13^2?79 1?24 0?45 0?70^2?20
Long-termunemployed 1?87 0?02 1?09^3?17 1?49 0?23 0?78^2?83
Sickness and disabilitypensioners 3?72 0?0001 2?10^6?60 4?16 0?0001 2?37^7?32
Seaside/not seaside Not selected in themodel 0?54 Not selected in themodel 0?37
Urban living/suburban living Not selected in themodel 0?78 Not selected in themodel 0?22
Livingclose to heavy tra⁄c Not selected in themodel 0?08 Not selected in themodel 0?25
LUNGDISEASES INRELATIONTOENVIRONMENTANDSOCIO-ECONOMICGROUP 749of adult asthma (29). Some early studies concerning chil-
dren suggested that asthma was more common among
higher social classes (30,31). However, later studies have
not con¢rmed these ¢ndings (18,32). In this study we
have focused on a socio-economic classi¢cation of the
adult study population.There was a tendency that asth-
mawasmost frequent among ‘unskilled and semi-skilled
workers’ but that di¡erence was not statistically signi¢-
cant.To further explore these ¢ndings the economically
active population was merged into the two groups ‘low
social position’ and ‘middle/high social position’.However,
no statistically signi¢cant di¡erence was found for the
prevalence of asthma between the two groups.
In the economically not active population the highest
prevalence of asthmawas found among ‘sickness and dis-
ability pensioners’ and ‘long-term unemployed’.We have
no data on the cause of sick pension leave but according
to the o⁄cial Swedish statistic common reasons for sick
pension leave in these age groups are obstructive pul-
monary diseases.In spite of the age adjusted prevalence rates, asthma
was very common among ‘students’, which was a young
population. Several factors can contribute to this. Prob-
ably young people are more aware of symptoms and
therefore reportmore.Other factors thatmight contri-
bute the higher prevalence of asthma among young
people are a higher allergen exposure (33,34) and a less
intensive exposure to microbes early in life (35).
Living close to heavy tra⁄c had an impact on the pre-
valence of self-reported asthma, asthma symptoms and
long-standing cough, but not on CBE.The population liv-
ing close to heavy tra⁄c was not the same as those
living in cities.This fact is emphasized by the ¢nding that
living in cities did not increase the prevalence rates of
self-reported asthma or asthma symptoms. However,
the prevalence of long-standing cough was increased
in the cities. In a logistic regression analysis with the
independent variables low social position, living by the
sea, urban living and living close to heavy tra⁄c this
later factor still remained as a risk factor for asthma.
750 RESPIRATORYMEDICINEDi¡erent studies have shown that diesel exhausts may
be a risk factor for developing asthma (10,36,37).Other
factors, such as black smoke, NO2 and ozone have
also been shown to be of importance (38). Our results
emphasize car exhausts as a risk factor for asthma.
Urban living was not a risk factor for asthma which
contrasts the ¢ndings of previous studies where a
higher prevalence of asthma was found in urban areas
(22,39). One explanation for this discrepancy could be
that in the current study the di¡erence between city
and rural areas are less than in earlier studies because
of a relatively high population density all over the study
area.
Chronic bronchitis/emphysema (CBE)
As expected, in the present study,CBE was high among
‘sickness and disability pensioners’. Apart from this, in
the economically activepopulation therewas a tendency
of more CBE among unskilled and semiskilled workers
compared to the other economically active groups.
When the population was merged into the two groups
‘low social position’ and ‘middle/high social position’ the
prevalence of CBEwas 5?1% compared to 3? 7% in the la-
ter group. This di¡erence was statistically signi¢cant
(P0?008).These results are in agreementwith one pre-
vious study where an association between a low socio-
economic index and COPD was found even when ad-
justed for smoking (20). However, that study was based
on income level.We did not have any possibility to evalu-
ate income. The social position based on occupation in
this study seemed to give a similar index. It canbe argued
that the observeddi¡erences are due to occupational ex-
posure. However, in a Norwegian study by Bakke et al.
(40) itwas shown that loweducation remained a risk fac-
tor for COPD after adjustment for smoking and occupa-
tional airborne exposure. Regarding this relationship
between social position and prevalence of self-reported
CBE, it should be kept in mind that the Swedish socio-
economic classi¢cation system only to a limited extent
gives information about occupational exposure to envir-
onmental factors. However, it is quite reasonable to as-
sume exposure factors to be more prevalent in lower
social position, thus at least partially explaining the in-
creased risk for CBE in groups with low social position.
Also living environment factors and life style factors
may be di¡erent in di¡erent social groups. However, liv-
ing environments were not risk factors for CBE in this
study.
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APPENDIX1
Socio-economic classi¢cation in itsmost
aggregated form
Statistics Sweden has elaborated a socio-economic clas-
si¢cation system (26). It is intended to be used both by
Statistics Sweden andbyother bodies in surveys and stu-
dies primarily in the social ¢eld. The socio-economic
classi¢cation of persons in the labour force is primarily
based on their occupation. In its most aggregated formthe classi¢cation of the economically active population
consists of six groups:
1 ‘Unskilled and semiskilledworkers’
2 ‘Skilledworkers’
3 ‘Assistant non-manual employees’
4 ‘Intermediate non-manual employees’
5 ‘Employed and self-employedprofessionals, higher civil
servants and executives’
6 ‘Self-employed (other than professionals)’.
These six groups have been formedbymerging eighteen
basic categories of the economically activepopulation (Ap-
pendix 3). In some of our analyses the economically active
population was further merged into the two groups ‘low
social position’ and ‘middle/high social position’, where low
social positionwas de¢nedby groups1and 2 whereasmid-
dle/high social positionwas de¢nedbygroups 3^6.
The non economically active population is broken
down into six groups:
‘Students’
‘Housewives’
‘Old age pensioners’
‘Sickness and disability pensioners’
‘Long-term unemployed’
‘Military conscripts’.
Those who did not state any occupation or could not
be classi¢ed were coded as ‘not classi¢ed’. Originally
‘housewives’ are classi¢ed according to the occupation
of the husband. However, we lacked information about
the occupation of the husband so housewives were also
included in the group‘not classi¢ed’.Table1shows the so-
cio-economic classi¢cation of the study population.
APPENDIX 2
Questionnaire (questions about the lung)
Answer by crossing on the relevant line if no other in-
structions are given.
1. Have any of your parents, brothers or sisters, or
children had:
a) Asthma
b) Allergic eye-/nose catarrh (hay-fever)
c) Chronic bronchitis or emphysema
d) Allergic eczema
2. Have you now, or have you had, any of the following
diseases:
a) Asthma
b) Allergic eye/nose catarrh (hay-fever
c) Chronic bronchitis or emphysema
d) Any other lung or airways disease
e) If yes, which? ______________
f) Allergic eczema
3. Have you been diagnosed by a doctor as having
asthma?
752 RESPIRATORYMEDICINE4. Have you been diagnosed by a doctor as having
chronic bronchitis (bronchitis) or emphysema?
5. Do you currently use asthma medicines (perma-
nently or as needed)?
If yes:
a) As needed
b) Permanently
c) I use inhaled steroids every day (Pulmicort or
Becotide)
6. Have you had asthma symptoms during the last
12 months i.e. intermittent or attacks of
breathlessness? The symptoms may exist
simultaneously with or without cough or wheezing?
7. Have you had long-standing cough during the last
years?
8. Do you usually have phlegm when coughing, or do
you have phlegm on your chest which is di⁄cult to
bring up?
If yes:
a) Do you bring up phlegmwhen coughing on most
days during periods of at least threemonths?
b) Have you had such periods during at least two
successive years?
9. Have you wheezing, whistling or a noisy sound in
your chest when breathing?
10. Do you usually have breathlessness, wheeze or
severe cough:
a) During exertion
b) in cold weather
c) in misty/foggy weather
d) in dusty places
e) from cigarette or tobacco smoke
f) from car exhaust fumes/in towns
g) from strong smelling scents e.g. perfumes, spices,
cleaner, printing ink etc.
h) from pollen e.g. birch, grass
i) from furred animals
j) from stress
11. Have you during the last12 months awakened due to
cough, breathlessness or ‘tightness’ in your chest?
12. How would you characterize your breathing?
a) I very seldom have problemswithmybreathing.
b) Occasionally I have problemswhen breathing.
c) My breathing is never quitewell.
13. Do you smoke? (smokers also include those who
smoke a few cigarettes or pipe ¢lls a week, and
those who have stopped smoking during the last
year)
If yes:How many cigarettes do you smoke per day?
a) Less than 5
b) 5^14
c) 15 ormore
If no:
d) Have you been a smoker but stopped smoking
more than a year ago?
e) Does anyone else in your family smoke?
14. Do you live close to a roadwith heavy tra⁄c?
15. What is your current work/occupation?
16. How many years have you been working in this
occupation?
17. If you have had another job/occupation for at least 5
years, please statewhat:
18. How many years have you been living in the
Malm˛hus county?
APPENDIX 3
The18 socio-economic groups onwhich the
aggregated classi¢cation is based ‘unskilled
and semiskilledworkers’comprise:
(1) unskilled employees in goods production and (2) un-
skilled employees in service production.
‘Skilled workers’ comprise: (3) skilled employees in
goods production and (4) skilled employees in service
production.
‘Assistant non-manual employees’ comprise: (5) assis-
tant non-manual employees, lower level; (6) assistant
non-manual employees, higher level, without subordi-
nates and (7) assistant non-manual employees, higher le-
vel, with subordinates.
‘Intermediate non-manual employees’comprise: (8) in-
termediate non-manual employees, without subordi-
nates and (9) intermediate non-manual employees, with
subordinates.
‘Employed and self-employedprofessionals, higher civil
servants and executives’comprise: (10) professionals and
other higher non-manual employees, without subordi-
nates; (11) professionals and other higher non-manual
employees,with subordinates; (12) upper level executives
and (13) self-employed professionals.
‘Self-employed (other than professionals)’ comprise:
(14) self-employed without employees, (15) small-scale
entrepreneurs, (16) large-scale entrepreneurs including
large scale farmers, (17) small-scale farmers and (18)
medium-scale farmers.
